Introduction
Soft tissue sarcoma is estimated less than 1% of all adult malignancy. Among them, only 3% was diagnosed with rhabdomyosarcoma (RMS), although for children, it accounts for more than 50% of soft tissue sarcoma. 1) This neoplasm tends to occur in the head and neck (34%), genitourinary tract (14%) and chest/ abdomen/pelvis (21%) of children. In adults, the proximal part of the extremities (26%) and the genitourinary site are the most common site, whereas it is affected small portion for the head and neck region (19%).
Among head and neck region, RMS is mostly the embryonal type occurring in the orbit.
2)
We experience a case of primary head and neck RMS who presented as a rapidly growing anterior neck mass which cytological differential diagnosis included an anaplastic thyroid carcinoma with rhabdomyoblastic differentiation mimicking an anaplastic thyroid malignancy. Here we report this case with a review of literatures about head and neck RMS.
Case Report
A 30-year-old man visited thyroid clinic for evaluation of anterior neck mass which was detected 2 weeks ago, and had been growing rapidly. The patient denied pain, hoarseness, dyspnea and dysphagia. He had no familial disease. There was about 3 cm palpable left thyroid soft mass without lymph node enlargement. An ultrasonography of the neck with needle biopsy was performed. The result suggested spindle cell neoplasm, reasonable finding for A computed tomography (CT) scan of the neck demonstrated a 4 cm mass in the left thyroid without lymph node metastasis (Fig. 1) . PET of the whole body revealed a left thyroid hypermetabolic lesion (SUV 3.8).
The patient underwent total thyroidectomy because the result of intraoperative frozen biopsy was hard to distinguish between RMS and anaplastic thyroid carcinoma. A 4.5×2.5×2.4 cm mass was resected (Fig. 2) . The mass was adhered to the left thyroid without invasion into tracheal cartilage. After total thyroidectomy, the mass was separated easily from thyroid parenchyma. During dissection, the recurrent laryngeal nerves were saved without tumor invasion.
There was no gross residual mass after thyroidectomy.
Histologic examination showed a malignant lesion composed by proliferation of spindle cells with rhabdomyoblastic differentiation (Fig. 3) . On immunohistochemical study, myogenin and desmin were clearly seen in tumor cells, smooth muscle actin was focal positive (Fig. 4) . This case was diagnosed histopahtologically and immunohistochemically as embryonal rhabdomyosarcoma.
After surgery, the patient has replaced thyroid hor- For adult case, Tsuchiya et al. 8) reported a huge anterior neck mass patient with lung metastasis which was recognized as thyroid tumor before operation.
However, this patient was diagnosed as RMS originated near to thyroid gland after operation. He died from disease progression 1 year after the operation.
This is the second case report for adult mistaking RMS for thyroid cancer. The patient is expected to have better prognosis than previous adult case due to young age (30 vs. 61 years old), small size (4.5 vs. 9 cm) and without metastasis.
As above mentioned, age and mass size are the most important factors to predict the prognosis. For this reason, when patients visit our clinic with a rapidly growing thyroid tumor, we have to think about the possibility of RMS and operate immediately, if surgical approach is feasible.
